unplanned pregnancy (Cox et al., 1999) , financial stress (Amato, 1996; Conger, Rueter, & Elder, 1999) and low male income predicts decline in relationship adjustment across the transition to parenthood (Doss, Rhoades, Stanley, & Markman, 2009 ).
Enduring vulnerabilities (e.g., low education) increase the likelihood of the couple adapting poorly to parenthood. Low education predicts marital instability (Cherlin, 2010; Larson & Holman, 1994) and these couples are under-represented in premarital CRE (Doss, Rhoades, Stanley, Markman, & Johnson, 2009; Stanley et al., 2006; Sullivan & Bradbury, 1997) . Cohabiting couples (relative to married couples) experience higher rates of negative communication (Hsueh, Morrison, & Doss, 2009; Kline et al., 2004) , relationship aggression (Brownridge & Halli, 2000) and relationship distress (Mitnick et al., 2009 ). However, cohabiting couples have limited opportunity to access pre-marital CRE (Halford, 2011) . With 35% of first born children born to cohabiting couples (Australian Bureau of Statistics, 2006a ) offering CRE at the transition to parenthood could extend the reach of CRE to this high risk group.
There are high rates of depression (between 10-30%) and psychological distress in perinatal women and men (Lee & Chung, 2007) . Male and female antenatal depression are inter-related; each predicts future couple relationship distress (Cowan & Cowan, 2000) and insensitive parenting (Pihet, Bodenmann, Cina, Widmer, & Shantinath, 2007) . There is some evidence that women with high psychological distress are less likely to attend and engage in antenatal group interventions.
Scheduling fewer group sessions and inviting male partners along may assist with uptake (Matthey et al., 2004) .
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Family Process
An important non-adaptive couple process is low level inter-partner violence (IPV; defined as pushing, showing, slapping). Low level IPV is common, occurring in 25-30% of young couples, and is perpetrated at approximately equal prevalence by men and women (Archer, 2000; Halford, Farrugia, Lizzio, & Wilson, 2010) . In contrast, high severity IPV (e.g., punching, hitting with an object, using a weapon)
has a low prevalence of 1-2% of couples (Alhabib, Nur, & Jones, 2010) , is predominantly male-to-female directed (Taillieu & Brownridge, 2010) , includes psychological domination and intimidation, often leads to female injury (HoltzworthMunroe, Meehan, Herron, Rehman, & Stuart, 2000) and is therefore inappropriate to address in CRE.
Couples typically do not report low level IPV as a problem in their relationship but are high risk for future relationship dissatisfaction and instability (Rogge & Bradbury, 1999; Testa & Leonard, 2001) . There is mixed evidence as to whether such couples attend CRE. In one study low-level IPV showed a trend for predicting nonattendance at CRE (Sullivan & Bradbury, 1997) , but another study found couple IPV had no effect on CRE attendance (Halford et al., 2006) .
A frequently examined predictor of postpartum relationship satisfaction is antenatal relationship satisfaction (Cowan & Cowan, 2000; Knauth, 2000) . Low antenatal relationship satisfaction predicts even lower postnatal relationship satisfaction and parenting adjustment (Cowan & Cowan, 2000; O'Brien & Peyton, 2002) . Couples with low level relationship satisfaction are therefore important to attract to CRE.
Numerous factors contribute to future relationship distress, and high-risk couples would seem likely to benefit more from CRE than low-risk couples.
However, little is known about which types of couples are attracted to transition to 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 benefits of CRE beyond best-practice perinatal support. Results of that controlled trial are reported in Petch et al., (in press ). Third, we tested whether risk was associated with attrition from CRE. Mean age of participants was 28.7 years (SD = 4.9) for women and 30.6 years (SD = 5.8) for men, and mean relationship duration was 5 years 5 months (SD = 3 years 3 months).
METHOD

INSERT FIGURE 1 HERE
Of the 467 eligible potential participants 249 (53%) began the study. The stated reasons for decling to participate (n = 198) were lack of interest (n = 110), too busy (n = 45), declined to give a reason (n = 30), or other (n = 13). Aside from recording the reason why these couples declined participation our ethics board did not permit further data collection. Of the 249 study couples, 209 completed all intervention units and the postassessment and 40 withdrew (31 from CCP and 9 from BAP). 18 of the 40 couples who withdrew (12 in CCP, 6 in BAP) completed less than 50% of the intervention, the remaining 22 couples withdrew after completing more than 50% (but not 100% of the intervention). Thus, 92% of couples assigned to CCP completed at least half of the program, and 75% completed all 6 units. For the CRE progam (CCP) withdrawal reasons included: too busy (n = 8), couple uncontactable (n = 4), couple not interested after all (n = 6), did not give a reason (n = 5), and 8 couples gave other reasons. BAP withdrawal reasons included: couple uncontactable (n = 4), couple not interested after all (n = 2), infant poor health, personal reasons, and unhappy with program.
Measures
A pre-assessment interview collected demographic information, length of relationship, pregnancy planning and reasons for participation. Couple relationship satisfaction was assessed with the 32-item Dyadic Adjustment Scale (DAS) (Spanier, 1976) , with high reliability (Carey, Spector, Lantiga, & Krauss, 1993) . Higher scores reflect higher relationship satisfaction (population mean in intact couples is M = 114.8, SD = 17.8), and a score of 90 to 98 was used to categorise couples as 'distressed' (Spanier, 1976) . Couple conflict was assessed via the 78-item Conflict Tactics Scale (CTS) (Straus, Hamby, BoneyMcCoy, & Sugarman, 1996) , a widely used measure of aggression in intimate relationships, with adequate reliability, testretest reliability and validity (Straus et al., 1996; Vega & O'Leary, 2007 , 1994) , a measure of psychological distress with high internal consistency and construct validity (Kessler et al., 1994) . Couples who scored 31 (1 SD above the population mean) or above were categorised as 'psychologically distressed' (population M = 22.44, SD = 8.09) (Kessler et al., 1994) .
Procedure
Couples were invited to participate in a study of a couple based program to assist with the transition to parenthood. About one week after recruitment a home visit was conducted to gain informed consent, complete the intake interview and distribute individual questionnaires to each partner along with a pre-paid return addressed envelope. Once both partners' questionnaires were returned couples were randomly assigned to either CCP or BAP, which were both free programs. Recruitment and delivery of BAP and CCP were by female midwives. Each had considerable maternity care experience, postgraduate qualifications and one of whom was a New Zealand
Maori.
CCP was a 6 session (10 hour) flexible-delivery CRE program providing both couple relationship and infant care education (Refer to Table 2 for more detail on session content, timing and format). CCP was designed to be easily accessible to couples becoming parents and combined an antenatal face-to-face couple workshop with postnatal sessions completed by couples at home. An antenatal workshop for unit 1 was chosen because of the familiarity most couples have with this educational format and reported effectiveness of previous face-to-face antenatal CRE workshops (Halford et al., 2010) . In contrast, given that regular face-to-face sessions are a barrier to attendance at parent training programs (Petch & Halford, 2008) and seemed likely to be a particular problem for couples with a new baby all CCP postnatal sessions were self-directed using a DVD and parent workbook complemented with telephone Table 3 ). Study couples were comparable to Australian couples on all assessed demographics except highly educated couples were over-represented, couples with a NESB background were under-represented and study couples reported fewer unplanned pregnancies.
INSERT TABLE 3 HERE
Mean relationship satisfaction scores were in the satisfied range, female DAS M = 120.51 (SD = 9.84), male DAS M = 118.16 (SD = 10.29). Of the seven assessed risk variables, the most common were elevated psychological distress in at least one partner, cohabiting rather than being married, low education, and less severe IPV, each of which occurred in about 1/3 of couples. Low income was rare in the sample.
Correlations between the seven risk variables and DAS scores were small and predominantly non-significant, with the exception of a moderate correlation between high psychological distress and low DAS scores (for both females and male r = .36, p < .01) and a moderate to high correlation between cohabitation and unplanned pregnancy, r = .48, p < .01. Of the seven assessed risk variables, 20% (n = 49) of couples had zero factors, 28% (n = 70) had one risk factor, 21% (n = 52) had two risk factors, and 31% (n = 78) had three or more risk factors. We categorized couples with three or more risk factors as high-risk couples. Only 52 couples (21%) had previously attended any CRE. Prior attendance of CRE was less common in cohabiting couples, 6/86 (7%), than married couples, 46/163 (28%) couples, χ Table 3 shows that only low education predicted failure to complete CRE. Thus, apart from low educated couples, high risk couples were as likely as other couples to complete CRE. Sullivan & Bradbury, 1997) . In contrast, CCP, which was offered to both partners in a flexible format that allowed for much of the program to be completed at home, attracted a strong representation of high-risk couples, very few of whom had previously attended CRE. Furthermore, most high-risk couples completed CRE. At the same time, there was an under-representation of less educated and minority couples, and low education predicted withdrawal from CRE.
The greater uptake of CRE by high-risk couples at the transition to parenthood relative to premarital CRE partially reflects that cohabiting couples are not offered premarital CRE, and that the time of becoming parents might be the first time they have been offered CRE. In addition, expectant couples report great interest in childbirth and parenting education, and see attention to the couple relationship as an important element of that education (Gagnon & Sandall, 2007 Low education predicted drop out from CRE. The number of assessment forms and the reading required in the program may have made participation less attractive to low education couples. Anecdotally we found some less educated couples struggled with the reading and writing activities involved in the CRE. We wrote the materials to a grade 9 reading level, but further attempts to use plain language and audio-visual materials might enhance accessibility of the program.
Study Limitations
The current study was conducted as part of a randomized controlled trial.
Since participation in research typically involves more onerous demands on couples than participation in a service, our reported rates of couple uptake and retention likely reflect the lower limit to what is achievable when CRE is offered as a service. Future effectiveness trials are needed to further assess the attraction and retention of highrisk couples to CRE.
The results of the uptake and retention of CRE by high-risk couples should not be generalized beyond the current sample of English-speaking couples with moderate to high levels of formal education. Future research needs to attract minority couples, and retain couples with low formal education. Furthermore, future studies need to evaluate how CRE at the transition to parenthood can assist couples with low relationship satisfaction who are not yet severely distressed or considering separation.
Implications for Clinical Practice
First, the reach of CRE is enhanced by offering it to couples at the transition to parenthood. Making CRE accessible through hospitals, antenatal clinics, maternity CCP involved 12 hours of education, which is associated with maximum benefits (Hawkins, Stanley, Blanchard, & Albright, 2012; Pinquart & Teubert, 2010b) , This amount of contact is substantially less than the 30 -42 hours of education offered in the BSF project (Wood et al., 2010) . Sometimes less is more, providing only the minimum necessary program duration needed to achieve the desired outcomes likely makes the program more attractive to participants, and maximizes cost-effectiveness.
The flexible delivery of CCP allowed couples to complete 50%+ of the intervention in 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 F o r P e e r R e v i e w their own home, reducing the need for travel, child care, or arranging attendance around infant's sleeping and feeding schedule.
We observed the following factors enhanced the intervention acceptability and retention of couples.
(1) The invitation to participate was made by hospital midwifery staff, who have credibility to couples as source of information on parenting. (2) The group antenatal workshop provided peer support and validated the need for education about this life event, but only required face-to-face attendance before the child was born. (3) We had the same midwife support the couple throughout the program, and this continuity of care allowed development of an ongoing relationship with that midwife.
In focusing on recruitment of high-risk couples we are not arguing low-risk couples should be denied CRE services. The evidence on moderators of CRE benefits is insufficiently conclusive to warrant such a policy position (Halford et al., in press ).
However, monitoring the risk profile of couples attending CRE to ensure equitable access by high risk couples is important. In addition continued research on moderators of CRE benefits, might allow more effective CRE targeting.
While we made attempts to reach low income, low education and minority couples by recruiting from two maternity hospitals servicing a high proportion of lower socio-economic status (SES) couples, and including a New Zealand Maori midwife CCP educator, more needs to be done to successfully attract low SES and minority couples. Recruiting through community groups and services, media and internet sites relevant to minority groups might extend reach. Relying solely on recruiting those attending antenatal care is unlikely to recruit low SES women, as they are under-represented in antenatal clinics and classes (only coming into hospital for birth) (Lu et al., 2003) . Recruitment at the time of birth or through postnatal clinics also provides opportunities to invite women to CRE. Having both recruiters and educators from similar cultural and SES backgrounds to those of the couples which we are seeking to recruit may increase uptake and completion of psychological interventions by culturally diverse and low-SES couples. Similarity of educator and couple culture and SES status may increase the educators credibility and the couples comfort with the educator (Owen, Tao, Leach, & Rodolfa, 2011 ).
Third, professionals should address IPV in CRE for new parents. It is noteworthy that more than 30% of couples in the current study engaged in at least one incident of IPV. More research is needed evaluating the effects of CRE on IPV, and modifying CRE content to include psycho-education and skill-training in IPV reduction.
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